We report the first case of Nocardia altamirensis cutaneous infection in an immunocompetent host. A 53-year-old male, with no predisposing factors, presented with a suppurative papular nodule on the dorsum of his left foot. N. altamirensis was identified by sequencing the 168 ribosomal RNA (rRNA), and treatment with amikacin led to complete resolution ofthe clinical picture. We believe that cutaneous nocardiosis should be kept in mind as a possible cause of serious complications also in immunocompetent hosts considering a nonspecific clinical picture and misdiagnosis of the infection as well as the poor response to empirical antimicrobial therapy.
Nocardiosis is a rare localized or systemic infection caused by Nocardia species that mainly affects immunocompromised patients. However, recently, an increasing numbers of nocardiosis have also been observed in immunocompetent patients (1). We report here the first case of infection with Nocardia altamirensis in an immunocompetent host.
CASE REPORT
A 53 year-old male presented to our institution with a suppurative papular nodule on the dorsum of his left foot. He reported having worked in his garden two weeks prior to admission and remembered no episode of injury occurring at the site of infection. He was otherwise healthy and had no history suggestive of an immune-compromised state and had never received steroid therapy.
The clinical picture began as an increasing local redness and swelling associated with homolateral lymphedema in the lower limb followed by development of a papular nodule over a period of 7 days. Treatment with amoxicillin-clavulanic acid (3 g/day) over seven days did not lead to an improvement. A few days prior to admission, the lesion became ulcerated and began draining purulent material.
On physical examination a suppurative papular nodule on the dorsum of his left foot was present and inguinal lymphadenopathy was also noted ( Fig.  1 ). Routine laboratory investigations showed only elevated C reactive protein while red blood cells, haemoglobin, glucose, liver and renal function tests, total protein, albumin, and urine analysis were within normal limits.
Purulent material was cultured on Columbia blood agar and Sabouraud's Dextrose Agar. Five day cultures on Columbia blood agar grew chalky white colonies adherent to the agar, rough with a velvety surface, indicating Nocardia bacteria ( Fig.  2 ). Gram and modified acid fast stained culture showed filamentous Gram-pos itive, acid-alcohol fast bacilli, morphologically resembl ing Nocardi a species. The Gram -stained smear of purulent material revealed polymorphonuclear leucocytes and Gram-positive rods with branching filaments. The identific ation of the microrgan ism was carried out by sequencing 16S rRNA gene with a Micro seq 500 system. Bacterial DNA was extracted from isolat ed co lonies and a fragment of 540 bp of the 16S rRNA gene was amplified using the prim ers 355F (5'-CCTACGGGAGGCAGCAG-3') and 910R (5' CCCGTCAATTCCTTTGAG TT-3'). The PCR fragment obtained was sequ enced with an automatic sequencer using the BigDye Terminator v 1.1 Cycl e sequencing kit (Applied BioSystems) (2). The sequence obtained was comp ared by performing a sequence database using BLAST. The results identifi ed Nocardia altamirensis (99% sequence identity to N. altamirens is type stra in DSM44997, GenBank access ion number EU006090 ).
Susc ept ibility to the antibiotics, determined by E-test method in according to the manufacturer 's instructions, showed that the isolate was sensitive to amik acin (M1C 0.5 mg/L) and resistant to amoxicillin-clavulanic acid , trimethoprim/ sulfamethoxazole, minocycline, and imipenem . Thu s, the sys temic therapy with amik acin (2 g/day) was given for 2 weeks with complete resolution of the clini cal picture. 
DISCUSSIO N
To our knowl edge, this is the first report of N. altamirensis cutaneous infection, and also the first detailed description of a N. altamirensis cuta neou s infection in an immunocompetent host. N. altamirensis is a recentl y ident ified species o f Nocardia as a member of a complex microbi al commun ity formin g a grey-coloured co lonization on the wa lls of the Altamira cave, in Spain (3).
Our case is con sistent with the class ical features of prim ary Iymphocutaneous nocardio sis with a suppurative papular nodule on the foot and inguin al Iymphadenopaty without a history of trauma.
In recent years , the number of nocardiosis cases reported in literature has increased . This may be due to novel molecular diagno stic methods but also to an increa se of cases in immunocompetent patients. Indeed , in these patients, an upward trend in nocardiosis cases has been observed since 2000: about a 2-fold rise was observed from 2006 to 20 I0 when compared with the 2001 to 2005 period. Even more interestingly, disseminated nocardiosis has been described in nearl y 50% of reported cases (1, [4] [5] [6] . Seve ral case reports of disseminated nocardiosis with invo lvement of the central nervous system, liver, eyes, kidne y and lung due to spreading from cutan eou s infection have been documented (4, 6) .
Our case highli ghts the important role of early diagnosis and management of cutaneous nocardiosis based on susceptibility testing to avoid the risk of chronicity or systemic dissemination. Indeed, our immunocompetent patient with cutaneous infection was empirically treated with amoxicillin-clavulanic acid for seven days but no improvement was observed. N. altamirensis strain retained susceptibility only to amikacin and was resistant to amoxicillin-clavulanic acid, trimethoprim/ sulfamethoxazole, minocycline, and imipenem. Thus, amikacin was given for 2 weeks with a complete resolution of the infection without relapse.
In conclusion, we believe that cutaneous nocardiosis should be kept in mind as a possible cause of serious complications also in immunocompetent hosts considering a nonspecific clinical picture and misdiagnosis of the infection as well as the poor response to empirical antimicrobial therapy.
